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CPOE and the facilitation of medication errorsIn March 2005, Professor Ross Koppel and col-
leagues from the University of Pennsylvania published
a paper on their assessment of a commercial comput-
er-based provider order-entry (CPOE) system that had
been implemented at their university hospital between
1997 and 2004 [1]. Their study showed that ‘‘a leading
CPOE system often facilitated medication error risks,
with many reported to occur frequently.’’ They conclud-
ed that ‘‘as CPOE systems are implemented, clinicians
and hospital must attend to errors that these systems
cause in addition to errors that they prevent.’’
The article appeared in a major clinical journal (the
Journal of the American Medical Association), and its
conclusions immediately attracted a great deal of atten-
tion, both in the lay press and in academic medical cir-
cles (especially in clinical venues and among biomedical
informaticians). Although the JAMA article was in no
way an indictment of CPOE systems and was, rather,
a warning about some potentially unforeseen problems
and a call for greater care in system design and imple-
mentation, many observers chose to interpret the article
in a negative light [2,3]. Informatics organizations
responded with their own analyses and opinions [4,5].
Informatics-related professional discussion groups1 were
consumed with analyses of the article, with thoughtful
comments on the study, its potential ﬂaws or limitations,
the implications for future work, and the potential
public relations damage that may inadvertently have
occurred due to what was largely viewed as an over-re-
action in the media.
Although I assumed that the JAMA article would
engender a subsequent exchange of letters in that jour-
nal, I knew that the letter forum is limited in that obser-
vations must be brief and the authors of the original
paper would also have limited space in which to re-
spond. I accordingly invited three groups of authors,
all of whom are well known in the area of patient safety1532-0464/$ - see front matter  2005 Elsevier Inc. All rights reserved.
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1 The discussion list for the American College of Medical Informat-
ics was especially active in its analysis of the JAMA article, and it was
this ﬂurry of activity and concern that led to the idea for the current set
of papers.research and its practical applications, to write commen-
taries in response to the original article [6–8]. These arti-
cles were then presented to the authors of the JAMA
article, who in turn have written a response [9].
What follows, then, is a set of four papers that further
assess and respond to the dynamic exchange that has
been occurring since the publication of the original arti-
cle in March 2005. The papers complement and enhance
the JBI special issues that have dealt with patient safety
[10] and human-centered computing [11,12]. We trust
that JBI readers will ﬁnd this new set of opinion pieces
illuminating and an important contribution to the dialog
that is underway regarding CPOE, the imperatives for
its use, and the need to understand the important design,
implementation, and cultural-change issues that arise
when such systems are implemented in the complex clin-
ical care environments of the modern hospital and its
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